Adult laryngotracheal stenosis is one of the more challenging conditions faced by airway surgeons. There is no treatment strategy that can be applied uniformly to all patients to guarantee excellent results. Laryngotracheal stenosis is associated with a number of etiologic factors: traumatic (e.g., prolonged endotracheal intubation and tracheotomy), systemic (granulomatosis with polyangiitis, relapsing polychondritis, and sarcoidosis), neoplastic (benign or malignant disease), infectious (diphtheria, syphilis, and tuberculosis), and idiopathic; it has also been associated with laryngopharyngeal reflux disease.' :' When evaluating patients for surgery, the location and extent of the stenosis must be considered.' As much as half of the trachea can be resected with a low incidence of anastomotic complications.'
A 74-year-old woman presented to us with a long history of idiopathic subglottic stenosis. She had previously undergone 27 endoscopic dilations. Although these treatments were initially therapeutic, her symptoms would eventually recur. We scheduled the patient for cricotracheal resection. In the operating room, she was found to have a stenosis of 5 mm in diameter. The narrowing began approximately 15 mm below the level of the vocal folds and extended 15 mm inferiorly. The trachea was exposed and isolated through a curvilinear incision that started just beneath the cricoid cartilage. Then , an incision was made through the first tracheal ring to bring the endotracheal tube into view (figure 1). Upon direct examination, it was discovered that the stenosis extended farther superiorly. Ultimately, the cricoid cartilage and one tracheal ring were resected. The superior and inferior ends of the trachea were reanastomosed (figure 2). After closure of the surgical field, a flexible laryngoscope was placed through the orotracheal tube to visualize the vocal folds. During the patient's emergence . from anesthesia, we confirmed that her vocal folds were mobile and that the repair was smooth and open. A Grillo stitch was put in place to prevent excessive tension on the anastomosis via neck extension ( figure  3) . The stitch was kept in for the l-week duration of the patient's hospital stay and removed before her discharge .
Four months after the cricotracheal resection, the patient experienced a recurrence of her subglottic stenosis of 6 to 7 mm in diameter. She underwent another endoscopic dilation to 12 mm and received an injection of triamcinolone. Nine months postoperatively, a follow-up examination found no clinically significant recurrent stenosis. The patient was breathing well and happy with the results of her surgery.
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toms are nasal obstruction, epistaxis, epiphora, mucopurulent rhinorrhea, and a nasal mass.'
These tumors are diagnosed histopathologically. Pleomorphic adenomas of the nasal cavity differ from those found elsewhere in that they have more myoepithelial cells and little or no stromal component. These histologic characteristics at times make it difficult to distinguish this lesion from a malignancy.':'
Wide surgical excision with negative margins is the treatment of choice. In the nasal cavity, surgical options include endoscopic excision, lateral rhinotomy, and even facial degloving, depending on the size and location of the lesion.':' Postoperative radiotherapy has been mentioned in the literature for residual lesions.' -' Clinical follow-up is important in view of the potential for recurrence, malignant transformation or, in rare cases, metastasis. 1,3.5 Our patient has been in regular follow-up with us for more than 1 year, and she has exhibited no signs of recurrence. To the best of our knowledge, this case represents the first reported case of a pleomorphic adenoma of the nasal septum to be treated with a radiofrequency knife. Our findings suggest that the possibility of a nasal septal pleomorphic adenoma should be considered in the diagnosis of a woman who presents with unilateral nasal obstruction and epistaxis .
